Ether vapour has stood the test of one hundred years this year and it still holds first place as the safest anaesthetic agent. It has only two indisputable drawbacks in comparison with all other agents; these are inflammability and the dislike most people have for its smell. All other disadvantages so often lauded are by no means proven. It is not suggested for a moment that ether is the first and last word in anaesthesia but until such time as a safer and better agent or agents are discovered, it is well to be conversant with the various methods of its administration. refer to it as gas and oxygen, thus giving an erroneous idea of the capabilities of pure gas and oxygen. The addition of ether to nitrous oxide-oxygen Tequires careful management, otherwise coughing and laryngeal spasm will occur. These difficulties are much less marked when the patient has been -premedicated with omnopon gr. I/3 and scopolamine gr. 1/150. (This is the normal dose for healthy average adults but should be halved in the aged and feeble and replaced by other drugs in children.) The administration of -sufficient pentothal sodium intravenously should certainly not interfere with this method of anaesthesia. Once again the addition of small quantities of carbon dioxide for a short time immediately before and during the first half dozen breaths of ether will greatly facilitate the ease and speed of establishing full anaesthesia.
5. Closed ether. Once full anaesthesia has been established by any recognised method, -usually the nitrous oxide-oxygen and ether sequence, the nitrous oxide is turned off and oxygen reduced to the basic amount required, which varies slightly in each individual, depending upon the varying physical and physiological ,conditions. Usually 250 c.c. to 350 c.c. per minute is a good average. The carbon dioxide is absorbed by soda lime and the patient breathes completely or partially over ether. Thus more and more ether is vaporised until the required depth of anaesthesia is reached, when theoretically the ether can be turned off and the anaesthetic plane should remain at a constant depth. But in actual practice, probably by loss from skin and 'mechanical imperfections, it is always necessary to add periodically fresh supplies of ether or to continuously allow a small percentage of the patient's breath to pass over the ether so as to replace this unavoidable loss. Once a closed circuit ether anaesthesia has been fully established it is highly satisfactory. Respiration is quiet and shallow owing to the partial absorption of the stimulating agent carbon dioxide. Small variations of depth are quickly and easily adjusted by altering the amount of the patient's respirations passing over the ether. The loss of heat and moisture by expired air is diminished as the patient rebreathes the same mixture over and over again and the heat given off by the soda lime helps to keep the temperature constant. The disadvantages of this method are that the apparatus is heavy, clumsy and expensive but the economy in ether, nitrous oxide and oxygen will soon counter-balance the initial expense of the machine if it is used frequently.
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